Liffle Friends Daycare eneollmenif
Information and Authorization forms

Health Information

Name of Child’s Physicion®s oo Phone #: o
Addresst oo Nome of Clinic?—___. e
Name of Child’s Dentigt®: oo Phone #:

Address: e Normme of Clinic?

B e e e b A A A d et b et St et S At et Bt S et S Bt

Does your child have any dllergies or serious medical conditions we need To know abouf?

If yes, Fleaee explain' _______
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Fleage check i your child has been immunized for the following;

Folios—.—.—— Chicken pox:—__ Scarlel fever:______ MUmMpS: ... measles:

Germon Measles: Fl e Hep Ao Hep B

P s e et et et 8 8 it 4t et St St St . B Bt B S S

MEDICAL AUTHORIZATION

L do no worif my child To receive any medical treafmerit without my knowledge or consert
———— L Authorize Little Friends Daycare/or Careiver There To seek Medical Treafment by calling
an armbulance or Taking my child to any Physicion or Hoepital at my expense if T cannot be reached.

My Medical Tneurance is with: ____ s GO s o s i s
ID#_ . e e Mothere SS# oo Foather'e SS#F

DEVELOPMENTAL INFORMATION
Other Childreen in The household

Nome: .o BDIFTRaN cocsciass relafionshiop:______ N
Nome: ... 1712 o1 S Relationship:_... _
Nome: ... - i o . Relafionghip oo
OTher Adultse in household
Nome: oo Relationghip: — Nome: . ___ Relationship: . _____



